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Twenty-four boys between the ages of 8 and 12 participated in
12 one-hour, individual play therapy sessions.

These subjects had been

referred to a child guidance center for problems other than brain damage,
mental retardation, or psychosis.

An attempt was made to predict thera-

peutic outcome using pretherapy measures of level of experiencing and
level of adjustment.

Level of experiencing was assessed by scoring the

subjects' responses on the Rotter Incomplete Sentences Blank test according to a modification of criteria provided by Dorfmann (1955).

Level

of adjustment was assessed by scoring the subjects' responses on the
!SB according to a modification of criteria provided by Rotter (1954).
Pretherapy adjustment was also assessed by means of parental reports on
the severity of the children's problems (Target Complaints) and through
parents' ratings of their children's characteristics (Semantic Differential).

Outcome was assessed by measuring pretherapy and post-therapy

differences on the !SB (Rotter scoring) and the Semantic Differential.
It was hypothesized that level of experiencing was predictive of
successful outcome in short-term individual play therapy with children.
This hypothesis was not supported since none of the statistical tests
which were performed achieved the necessary significance levels.

The

' of experiencing was due in part to a
poor predictive validity of level
confound with the age of the child.

Hence it was pointed out that any

future use of the !SB to assess level of experiencing would have to
make use of developmental norms.
It was also hypothesized that level of experiencing would be more

predictive of outcome than level of adjustment.

An obvious corollary

to this hypothesis was that level of experiencing was not synonymous with
severity of pathology.

This hypothesis did receive partial support since
clo~est

level of experiencing came the
of the predictors.

to achieving significance of any

The corollary hypothesis was supported as indicated

by the non-significant correlations between level of experiencing and
predictors based on severity of pathology.
The moderate correlations between adjustment and outcome ratings
based on two of the instruments, Target Complaints and Semantic Differential were encouraging in view of the difficulties of method variance
which have plagued research.

.
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(iii)

CHAP~RI

INTRODUCTION
Purpose
The precedent for short-term therapy was established a number of
years ago by Freud's work with the orchestra conductor, Bruno Walter,
and Little Hans (Barten, 1969).

However, it did not achieve prominence

until the need for it arose in treating the psychiatric casualities of
World War II.

Since then it has gone from the stage where authors, such as

Alexander and French (1946) argued its therapeutic legitimacy to the stage
where more recent authors, such as Wayne anrl Koegler (1966) and Philip and
Wiener (1966), viewed it as the chief treatment modality.
seems to coincide with the actual practice of therapy.

This position

Both Miller and

Iscos (1963) and Ford and Urban (1968) indicated that the majority of
therapy cases represent crisis interventions often lasting no more than
10 to 20 sessions and sometimes less.

As a

result, the clinical psychol-

ogist must confront the diagnostic problem of establishing selection criteria for those for whom brief psychotherapy would be the most useful
(Tannenbaum, 1965).

'

The need for research in this area is indicated not only by the importance of the problem per se but also by the general dearth of research
in child psychotherapy in general (Ginott, 1961; Meltzoff & Kornreich, 1970).
Hence it is the purpose of this paper to attempt to establish a criterion
for predicting

which children are the most likely to benefit from short-
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term, individual play therapy.
The subsequent review of the literatures examines the various criteria which have been considered in selecting patients for short-term
therapy.

The intent of the review was to provide a basis for selecting a

criterion which seemed the most promising in predicting which children
would be the most likely to benefit from short-term treatment.

While it

seems likely that in the actual clinical situation multiple criteria would
be combined in a predictive formula to maximize predictive efficiency, only
a single criterion, level of experiencing, was selected for the present investigation.

Level of experiencing was used to estimate ego strength and

was not simply an index of severity of maladaptive behavior.

It is hoped

that future studies might incorporate this paper's results in establishing
predictive formulas which would be of better service in the actual clinical
situation.
Review of the literature
Ego Strength as predictor of outcome in adults
Despite the seeming plethora of selection criteria which have been
employed, it appears that they may all be construed as being varied indices
of estimating the key criterion, ego strength.

Wolberg (1966) indicated

that ego strength is the ultimate criterion for deciding between short and
long-term therapy.

He

emphasiz~d

that the cure never takes place entirely

in the psychotherapeutic situation.

What happens in therapy is that the

patient is put on the right track and then the ego continues the work.

The

therapist cannot do the integrative work but can only create the conditions
for this work.

Hence Wolberg felt that whether therapy will be long or

short depends ultimately on,the ego's integrative capacity, not on the kind
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of symptom or syndrome the patient has.
As

Meltzoff and Kornreich (1970} indicated, ego strength is a con-

struct which is sufficiently ill defined to mean different things to different people.

Authors of the Freudian persuasion (Pumpian-Mindlin, 1953)

would define it as the ability to translate stimuli and impulses into
rational thought and effective action and to establish meaningful relations
with people.

Ego psychologists (e.g., Erickson, 1965) would define it as

the integrative or synthetic ability of the ego.

Rogerians, such as

Gendlin (1967} would view it as the person's ability to employ his experiencing as the basis for his valuing,

However one defines it theoretically,

in practice it appears that ego strength is viewed as some balance of an
estimate of a person's functional assets and liabilities compared with
some estimate of his potential.

lhe following criteria are in one way or

another an attempt to estimate whether this balance between a ratio of
assets to liabilities and potential is adequate or inadequate.
It should be noted that most of the criteria which have been reported
in the literature have been established on the basis of clinical intuition
or retrospective analysis; very little research has been done which attempts
to predict changes based on short-term psychotherapy.
Acute vs. Chronic.-- Perhaps the most widely used index of ego
strength is acuteness of onset.

An acute onset is taken to mean, as

Sullivan (1962) indicated, that p person has grown further toward adulthood and has achieved a greater personality integration than has a person
for whom the onset is insidious.

Hence Bellak and Small (1964}

stated

that emergency psychotherapy is obviously indicated in situations of
acutely disruptive emotional pain and that indications for brief psycho-
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therapy are found in the acuteness of the presenting situation.

Wolberg

(1965) expressed a similar view when he wrote that, generally speaking,
short-term therapy is useful in the resolution of acute conflictual problems.

In addition to these theoretical justifications for the use of

acuteness of onset, Visher (1959) and Straker (1968) both have found acuteness of onset to be a valuable criterion in deciding whether or not to
offer brief therapy to patients in outpatient clinics.
Degree of Stress.-- Closely related to the criterion of acuteness of onset is that of degree of precipitating stress.

Pumpian-Mindlin

(1953) stated that a patient who developed an illness in a relatively
benign environment gives less indication qf an ability to tolerate stress
than a patient who develops an illness in an environment which presents
serious problems.

Severe stress before the overt break seems to be indica-

tive of greater integration of ego functioning.
Ability to Relate,-- Another index of ego strength, the ability to
relate, has been determined in various ways.

Pumpian-Mindlin (1953)

believed that the degree to which a patient rigidly classified his parents,
siblings, marital partner, friends, etc., as all good or all bad or saw
them as human beings with good and bad qualities provided an estimate of
ability to relate.

He also noted that if, in the initial interview, the

patient talks primarily in terms of relationships with people rather
than in terms of social, educatlonal, or economic adjustment, this is a
sign of greater ability to relate.
Visher (1959) believed that it is a bad sign if the patient complains of difficulty in getting along with others, diffuse sense of inadequacy and failure since childhood, marked difficulty in establishing
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rapport, and lack of ability to trust others as being a basic part of
his problem.
Finally, Gottschalk, Mayerson, and Gottlieb (1967) conducted a study
using adult

outpatients in an attempt to find predictors for effective

short-term therapy.

Each of the patients was administered a Psychiatric

Morbidity Scale which the authors had constructed to measure severity of
pathology.

It was found that a high score on the Human Relations sub-

scale, presumably indicative of a high ability to relate well to others,
was positively associated with a good prognosis.
Impulse vs. Effective Action.-- Another index of ego strength, the
ability to translate impulse into rational thought and effective action,
has also been estimated in a variety of ways.
One of the estimates has been based on adequacy of previous adjustment.

Gillman (1965) stressed that it is the stability of the premorbid

personality that makes a brief approach possible.

He agreed with Wolberg

(1965) that adequacy of adjustment is indicated in patients whose breakdown in adaption is of recent origin and who saw themselves functioning
adequately before the onset.

Visher (1959) elaborated on the notion of

satisfactory functioning by defining it in terms of reliability, assumption
of responsibility, stable marriage, and maturation which is consistent
with potential ability.
Readiness to Change.-readiness to change.

An~ther

index is that of motivation and

Siefneo (1967) defined this criterion in terms of

motivation to work hard, willingness to cooperate in therapy, and a strong
appeal for help.

Straker (1958) also suggested that the fact of self-

referral or willingness to be referred by one's family is a means of
assessing motivation.

6
Trial Interpretation.--The final index to be considered is that
of response to trial interpretations.

Alexander and French (1946) noted

that in making decisions regarding the suitability of patients for brief
therapy, it must be borne in mind that sometimes a neurosis may be the
only solution to a patient's difficulties.

This is true when significant

factors both internal and external are comparatively or perhaps completely
unchangeable.

In these cases the patient's reaction to initial trial

interpretations are especially helpful in discovering this at the onset.
If the interpretations are met with massive and formidable resistance
rather than constructive curiosity or careful consideration, the patient's
capacity for rational thought and effective action on his problems can
be considered minimal.

However, if, as Pumpian-Ydndlin (1953) and Visher

(1950) suggested, the patient demonstrates an ability to use suggestions
and interpretations during the first period to obtain insight and take
practical steps towards the solution of his problems, then good ego
st~ength

is suggested,

The one study in which short-term psychotherapeutic changes were
predicted was that of Fiske, Cartwright, and Kirtner (1964).

They at-

tempted to predict changes in 93 clients using a number of indices of ego
strength, such as client self-evaluation, TAT adequacy, therapist evaluation,

~~!PI

scores, four WAIS scales, the Klopfer Prognostic Rating Scale,

Barron's Ego Strength Scale,

an~

Kirtner's typology.

The criteria were

based on change factors, such as change in favorableness of client selfevaluation, change in TAT adequacy, etc.
pointing.

The results were very disap-

None of the indices proved useful in predicting change; this

was attributed to method variance in that the intercorrelations among
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criteria were so low that the few significant correlations they obtained
between predictors and criteria were ascribed to chance.
Ego strength as predictor of outcome in children
As

regards selection criteria for short-term child therapy, the

literature is sparse and again focuses on ego strength as the principal
criterion with clinical diagnosis as the chief way of assessing this.

As

with adults, theory predominates and there has been little research investigating the posited variables.
Mackay (1967) felt that the best indication for brief psychotherapy is an adaptive reaction characterized by the absence of fixed
psychopathological structure.

This would be the case in growth crises,

response to trauma, and response to pathogenic situations of recent onset.
Lester (1968) classified the diagnoses which would fall under the
rubrics of adaptive reaction and fixed psychopathological structure.
Under the former he listed such diagnoses as acute phobias, regressive
states of short duration, some inhibitions of instinctual or functions
of the ego such as some of the following, (eating difficulties, sleeping
or play inhibitions, neurotic but not characterologic acting out), and
exaggerated and constrictive but otherwise phase-adequate behavior
patterns used to bind anxiety and guilt.

Examples of the exaggerated

patterns are reaction formations against masturbation in the latency age

' play to ward off separation anxiety
child, excessive denial and magical
in the preschool child.

He indicated that all of these might respond

well to short-term therapy.

Similarly, Lester suggested that in early

latency, aggressive acting out in boys and increased industriousness and
bossiness in girls, presumably representing an identification with the

8

aggressor and a relief for Oedipal fears, often respond well to brief
psychotherapy.
Lester's rubric of fixed psychopathological structure also includes
the child with shifting and unstable maternal objects in early life
whose ego shows a defective structure with many abnormal behavior patterns
which are ego syntonic and difficult to eradicate,

He noted that children

with other serious disturbances in the first two or three years of life
may also show a characterologic readiness for regression which cannot be
reversed by short treatment.

Multiple phobias which develop over a long

period of time provide another example of fixed psychopathology.
Waldfoegel, Tessman, and Hahn (1959) developed a number of criteria
for deciding whether intervention in the case of school phobias required
brief or more extensive treatment.

The first criterion was degree of

emotional separation of mother from child.

This was determined by the

degree to which they were dependent on one another for gratification and
got secondary gains from the symptoms.

Waldfoegel et al. felt that short-

term therapy was appropriate if the child was struggling against his
fear and the mother was exerting pressure on him to attend school.

The

second criterion was the degree to which the mother repressed her hostility toward the child.

They believed short-term treatment would be

indicated if the mother was able to face her hostility without overwhelming guilt.

The third crite.icion was the initial response to thera-

peutic intervention.

It was ruled a good sign for short-term treatment

if mother and child could use the therapist effectively without making
him the object of frustrated dependency longings or looking for a magic
solution.
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Sperber (1970) offered some suggestions on psychodiagnostic appraisal of children based on a single interview in which he attempted to
differentiate between an adjustment reaction and a fixed pathological
structure.

His approach was to engage in a focused inquiry about what

and how the parent communicated to the child about the purpose of his
visit.

He believed that if the child denies a real knowledge of the pur-

pose and, in fact, seems sincerely puzzled, there is evidence of a breakdown in communication or the use of secrecy and hostile manipulation by
the parent to keep him in control of the child.

The extent to which

such a pattern of parent-child communication could not oe surmounted in
the course of the interview provided evidence of the degree to which some
intrapsychic "freezing" of a suspicious orientation, or isolating d.efense, etc., had occurred.

Sperber indicated that such freezing might

suggest that the problem would need a longer term therapeutic relationship for effective amelioration.

The child would have to move slowly,

protected by his defenses until ready to risk testing out alternative
relationship possibilities.

On

the other hand, a child who quickly

tests the interviewer's commitment to privacy and then begins to share
personal feelings about self and others, might be ready to use shortterm therapy to move to a new level of organization.
The one study which attempted to test the usefulness of diagnosis
as a criterion for short-term tteatment. was conducted by Philips and
Johnston (1954). They accepted children for treatment whose problems were
not of a severely pathological nature, but who presented management and
disciplinary problems, e.g., children who were at odds with significant
adults in their environment because they did not set appropriate limits
for them.

Fourteen of these children were seen in brief treatment and six-
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teen in long-term treatment.

Outcome was assessed at the end of treat-

ment by means of parental reports and therapist evaluations.

It was con-

cluded that short-term treatment was just as good as long-term treatment
for children with the above mentioned type of problem.
From the above review, it can be seen that there is a need for
research on establishing selection criteria for brief psychotherapy with
children.

Furthermore, as the following authors suggest, such criteria

should not simply be synonymous with severity of pathology.
Pumpian-Mindlin (1953) suggested that the mere presence of severe
psychopathology is not a contraindication to short-term therapy.
it appears to depend upon other factors
up in the term ego strength.

i~

Rather,

the patient which he summed

Gillman (1965) made the same point when

he noted that it is not the severity of pathology but the stability of
the premorbid personality, indicating the patient's retention of an
integrative capacity to focus on current

proble~s,

that makes a brief

approach possible.
Meltzoff and Kornreich's (1970) review of the research on this
topic offers support for the above stated clinical observation since they
indicated that severity of maladaptation is not necessarily predictive
of a patient's success in psychotherapy.

While some studies indicated

that patients who were better adjusted initially were better able to use
psychotherapy, another cluster o/ studies suggested that the greatest
change was found in the most severely disturbed patients.

Meltozoff

and Kornreich accounted for the diversity in research findings in terms
of two different definitions of severity of maladjustment.

Maladjust-

ment can be looked at in the traditional, clinical sense of symptom

11

intensity, duration, pervasiveness or extent of interference with contemporary life; or it can be viewed more broadly as the balance of functional
assets and liabilities in an individual's life compared to some estimate
of his potential.

In short, though the authors themselves did not

draw this conclusion, it might be hypothesized that severity of maladjustment as traditionally defined would not necessarily be predictive of outcome, but when defined in the second way, i.e., in terms of ego strength,
it is predictive of outcome.
Level of experiencing
With this distinction in mind, the literature offers an index of
ego strength which appears to be promising in terms of its ability to
estimate ego strength while avoiding the difficulty of confounding ego
strength with the traditional definition of adjustment.

That index is

the Rogerian notion of level of experiencing.
As Truax (1967) explained Roger's position, optimal functioning
occurs only when the individual's own experience is the basis for his
personality organization, his value judgments, and his perceptions and
reactions.

Therapy is viewed as the client's increasing use of his own

ongoing experience in developing new, optimal ways of expressing, perceiving, and organizing himself.

Maladjustment is viewed as the incon-

gruity between the individual's actual experience, and his introjected
judgments and perceptions mainta':ined by.reward and punishment.

Therapeu-

tic reorganization requires using direct experiencing and bringing concepts and values into line with it.
Furthermore, a person is conceived of as being in contact with
his experiencing at various levels.

They range from a level of being
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very remote and unable to draw upon experiencing to a level where experiencing is an accepted inner referrent to which he can turn for accurate meaning, using it comfortably as a major referrent for his behavior
(Rogers & Rablen, 1958).
In their review of the literature, Gendlin and Tomilson (1967)
indicated that the level of experiencing at which a person begins therapy
may be a good predictor of success or failure, with the more successful
cases beginning therapy at a higher level than the less successful cases.
This hypothesis received strong confirmation in Roger's (1967) study
of therapy with chronic schizophrenics,

More importantly, there was the

further finding that the ability to employ one's experiencing was not
a function of adjustment (in the traditional sense) but was

possible

for extremely maladjusted persons near the beginning of therapy.

That

is, patients who, according to any of the indices previously noted in
estimates of ego strength, would have been mistakenly predicted to have
a poor prognosis were correctly predicted to have a good prognosis
according to the index of level of experiencing.
While the above finding was used in prognosis of long-term therapy
with chronic schizophrenics rather than short-term therapy with children,
it appears to have great potential for the purpose of this research.
Level of experiencing appears to offer an estimate of the integrative
capacity of the ego which avoids the confound with severity of maladjust-

•

ment in the traditional sense.

Thus, as was the case with chronic

schizophrenics it would seem to be able to identify those children who
retain a basic ego integrity despite being very disturbed.

Moreover,

as the literature suggests, this retention seems to reflect the difference between those children whose disturbance represents an adjustment
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reaction and those whose disturbance represents a more fixed pathology.
Hence, level of experiencing could be expected to be predictive of the
child who would be the most likely to benefit from short-term therapy as
distinguished from the child who is in need of more prolonged treatment.
In addition to demonstrating its theoretical validity, the literature as exemplified in the work of Dorfmann (1955) and Rogers (1967)
also indicates that level of experiencing can be measured reliably.
Dorfmann was able to do this by employing clients' responses on a special
form of an incomplete sentence blank test while Rogers used clients'
responses elicited in the actual therapy interviews.
Therefore, it is the purpose of this research to test the hypothesis
that level of experiencing is predictive of successful outcome on the
basis of short-term individual play therapy for children.

It is in

addition hypothesized that level of experiencing is more predictive of
outcome than severity of pathology.

An

obvious corollary to this second

hypothesis is that level of experiencing is not synonymous with severity
of pathology.

•

CHAPTER II
METHOD

Subjects
The subjects were 24 boys between the ages of 8 and 12 who were
participating in a special treatment project at the Loyola University
Guidance Center.

Because of the nature of the project, the clients

had to have met the following criteria.

All were from intact families

and were attending school.

~iagnosis

Those with a

of brain damage,

mental retardation, or severe behavior disorder were excluded.
The therapists consisted of experienced therapists and specially
trained volunteers.

The experienced therapists were four psychologists

and five social workers affiliated with the Guidance Center.

All were

female and their experience with play therapy and work with children
ranged from 9 months to 7 years with a mean of 2.6 years.

In terms of

education, two had their Ph.D. degrees and two had their M.A. degrees
in.clinical psychology, two had their M.S.W. and three were graduate
students in social work who were about to receive their M.S.W.

Each

therapist conducted play interviews with only one child with the exception of one therapist who saw tqree children.

Although all of the ther-

apists were familiar with the principles of nondirective play therapy,
it became apparent during the course of the study that most used a
rather eclectic approach including more active participation and direction techniques.
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The specially trained volunteers were 14 female education majors
at Loyola University and Mundelein College, Chicago.

The majority were

juniors and seniors and all in good academic standing and had not had
direct

experience-:w-'.a:.b-.~~f.,Y;i'pt'ior

to training.

They agreed to

--

participate for a period of four to five months and were paid $1.50 per
hour for all time devoted to the project.

The training consisted of

eight one and a half hour sessions in nondirective play therapy from an
experienced child psychologist and continuous supervision during the
course of treatment (Foley & Barger, 1971).
Measures
The three measures employed were the Incomplete Sentences Blank
(ISB), the Semantic llifferential, and Target Complaints.
administered prior to therapy and following therapy.

Each was

In predicting

outcome (pretest) and assessing outcome (posttest) the total scores
for each of the instruments were used to dichotomize the children into
two groups using the median technique.

In predicting outcome the

scores provided two groups: less severely maladjusted and more severely
maladjusted.

In assessing outcome the dichotomy provided groups clas-

sified as good and poor outcome groups.
Measures of Adjustment.-- The Incomplete Sentences Blank (Rotter

& Rafferty, 1950) provided the only direct measure of the children in
the pre- and post therapy periodti.

Alt.hough the items were the same

as those used in testing adults and may not be entirely appropriate for
a younger group (Rotter, Rafferty, & Lotsof, 1954), the stems were
those used at The Guidance Center in testing a variety of young children.

In addition, the lack of a published scoring manual for younger
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subjects made it necessary to use the existing manual with the changes
in scoring suggested by Rotter et al. (1954) and as clinical judgment
dictated.

All scoring was performed by an undergraduate psychology

major with the records coded so that information on the time of testing,
therapist conditions, and outcome was not available.

Since scoring

required considerable reliance on judgment, interrater agreement was investigated.

One of the investigators in the special treatment project

scored 10 randomly selected records and the correlation between the
scores obtained by her and the rater was .86.
The adjustment score for each child was the sum of the ratings
for all ISB items where a higher score indicates poorer adjustment.
The Semantic Differential for Parents was based on the work of
Becker (1960) and Hobbs (1966) and consisted of 67 items each representing a bipolar trait, e.g., warm-cold, happy-sad.
In the administration each respondent was informed that "We
would like to have a general picture of (child's name)."

The complete

Semantic Differential plus the instructions for its administration are
shown in Appendix A.
A score for each bipolar trait was obtained by assigning rating
of 6, 5, and 4 to the ratings of ''Very," "Moderately," and "Slightly,"
respectively for the positive aspect of the trait.

The total score

was the sum of the ratings for ;¥-1 items comprising that measure.
The measure of Target Complaints was based on the approach of
Battle, Imber, Hoehn-Saric, Stone, Nash, and Frank (1966).

In applying

this approach to children, each parent was asked what problems he would
most like to have the child receive help with in therapy.

The inter-
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viewer saw each parent separately and recorded the problems verbatim.
Each parent then rated each of the problems on a 13;..point scale indicating
the severity of the problem where l indicated "No problem at all" and
13 indicated "Couldn't be worse."

The score for severity for each parent

was the mean of the ratings for all problems.
Measures of Outcome.-- The ISB was administered following 12
sessions of therapy and scored as previously described.

Post-therapy

scores were subtracted from pretherapy scores for each child to provide
a measure of gain for each child with the higher scores indicating
greater gains.
The outcome measure of Target Complaints was obtained in a posttherapy interview by having each parent rate each of the problems he had
previously stated on a 7-point scale where l indicated "Much worse,"
7 indicated "Much better," and 4 was a neutral point representing "No
change."

The complete instructions and rating sheets are shown in

Appendix B.

The score for change for each parent was the mean of the

ratings for all problems.
Measure of Level of Experiencing.-- Level of experiencing was
assessed using the responses the children made on the pretherapy ISB.
It was rated on a 7-point scale where l indicated "feelings largely
repressed" and 7 indicated "feelings experienced with richness and immediacy."

The rating represe·ntad a global assessment of the entire ISB

protocol using a modification of the criteria provided by Dorfman (1955).
The scoring criteria are shown in Appendix C.

Then, because of the dif-

ficulty in making adequate ratings and because the other ·criteria were
dichotomized, the scores were used to dichotomize the subjects into
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2 groups: high level of experiencing and low level of experiencing.
The scoring of the previously coded protocols was performed by the
author without knowledge of the subjects' scores on the other measures.
Interrater agreement was investigated by having a college undergraduate
score 10 randomly selected records and the subsequent correlation obtained by her and the author was a product-moment correlation of .74.
Procedure
The study may be conceptualized in terms of three phases: (1) pretherapy evaluation of the children; (2) therapy; (3) post-therapy evaluation of children.
Pretherapy.-- The subjects were obtained through routine referrals
to the Guidance Center.

In addition to having to meet the previously

mentioned criteria, both parents had to be willing to participate in
interviews, to answer questionnaires, and to give permission for information obtained on their children to be used in research (Foley & Barger,

1971).
The pretherapy measures were then administered by the author and
other participants in the special treatment project.
Therapy.-- Therapy consisted of 12 sessions of individual play
therapy, each approximately 50 minutes in length.

Sessions were sched-

uled on a once-per-week basis at the Center and the same play materials
were available for all children.'
With the exception of the investigators' infrequent brief contact
with the parents when they had a particular question, parents were not
seen between the pretherapy and post-therapy interviews.

Although this

approach was contrary to the usual practice of the Guidance Center, it
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seemed important to limit contact with the parents to avoid the possibility that improvement in the child might be attributable to work with
parents rather than to the play interviews.
Post-therapy.-- Following the twelfth interview, the pretherapy
measures were repeated for all subjects.

Parents were told that the

post-therapy evaluation was important in determining the child's progress
to date and in making further recommendations.

To avoid the possibility

that the parents might feel that indicating improvement (e.g., on the
Target Complaints) might jeopardize their child's opportunities for
continuing in therapy, they were told that they should present their
current impressions as accurately as possible and that indications of
improvement would not preclude additional treatment if that seemed
desirable.

CHAPTER III
RESULTS
Measures of adjustment
The three traditional measures of adjustment obtained prior to
therapy (Target Complaints, Semantic Differential, and the Incomplete
Sentences Blank) were intercorrelated among themselves and with the
measure of adjustment defined in terms of level of experiencing.

The

tetrachoric coefficient of correlation technique was used because the
variables had previously been dichotomized for the purposes of prediction
and the purpose of the intercorrelation was to assess the extent of
agreement in predicting outcome.

Hence, the Pearson product-moment cor-

relation would have been inappropriate and the tetrachoric was preferred
to the phi coefficient because the assumption of a continuity underlying
the dichotomy could be made.
The results (Table 1) suggest moderate and significant agreement
between the several parent scores for scores on Target Complaints and
the Semantic Differential ( r tet.

=

.50, .50, .87, E. + .05).

However,

neither measure was related to the !SB based on Rotter's method of
scoring adjustment.

'

The nonsignificant and negative correlations of these measures
with level of experiencing provided support for the hypothesis that
level of experiencing is not synonymous with adjustment as it is
traditionally defined.

In fact, the negative correlations suggested

Table l
lntercorrelation Among Pretherapy Adjustment Measures

Pl Level of Experiencing
P2 Target Complaints
(Mo. & Fa.)

P2

PJ

.00

-.01
.87*

PJ Semantic Differential
(Mo.)
P4 Semantic Differential
(Fa.)
PS Semantic Differential
(Mo. & Fa.)

P4
-. 70*

PS
-.2S

P6
-.6S*

.SO*

.SO*

.28

.68*

.92*

.28

• 76*

.14
.14

P6 ISB

. * £. ~ .Ol
** £. .c .05

'
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that for at least two of the measures, Semantic Differential (Father)
and the ISB, level of experiencing was inversely related to adjustment.
That is, a higher level was related to a lower level of experiencing
and vice versa.
Measures of outcome
Tetrachoric correlations (Table 2) were obtained to assess the
relationship among the three measures of adjustment following psychotherapy (Target Complaints, Semantic Differential, and Incomplete Sentences Blank).

All of the coefficients were significantly positive

except for the correlations of the !SB with Target Complaints and the
Semantic Differential (Father).

Thus it is apparent that there was

considerable agreement among the various measures in assessing change
in therapy.
Prediction of outcome
Contingency tables (2 x 2) were made for each of the measures of
adjustment obtained prior to therapy to examine their ability to predict
outcome as determined by the measures of adjustment administered following
therapy.

An examination of the resultant frequencies revealed those that

were the most likely to achieve significance and they were tested by
means of Fisher's exact probability test.

The results indicated that

the best prediction achieved odly a probability of .09 and this was
obtained with level of experiencing as the predictor and Target Complaints
(Mother & Father scores combined) as the measure of outcome.
the other predictions even approached significance.

None of

Table 2
Intercorrelation Among Outcome Measures

Cl Target Complaints (Mo.)

C2

C3

C4

cs

C6

.87*

LOO*

.S4*

.76*

.77*

-.2S

.87*

.77*

• 77*

• 77*

.27

.SO*

.74*

.S4*

-.2S

• 77*

.90*

.6S*

.6S*

-.42*

C2 Target Complaints (Fa.)
C3 Target Complaints
(Mo. & Fa.)
C4 Sem. Diff. (Mo.)

cs

Sem. Diff. (Fa,)

C6 Sem. Diff. (Mo.

&

(Fa.)

• 77*

C7 ISll

*E_..:::..01
** E.

C7

< .OS

'
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Thus the first hypothesis concerning the predictive validity of
level of experiencing was not demonstrated.

However, the second hypo-

thesis concerning the relatively greater predictive power of level of
experiencing over adjustment as traditionally defined did receive partial
confirmation.

This was indicated by the fact that even though level of

experiencing did not achieve an acceptable level of predictive significance, it came closer to this level than any of the other predictors.

An attempt was made to enhance the predictive power of level of
experiencing by combining it with the pretherapy Semantic Differential
scores for Father with which it had a high negative correlation (-.70).
Because of this high negative correlation it was felt that if any combination of predictors were to achieve significance, these two would be
the most likely to achieve it.

Target Complaints (Father Score) was

chosen as the outcome measure because of its high correlations with
the other outcome measures.

However, the F values (Table 3) obtained

were far below those necessary for significance.
Because of the meager predictive power of the variable of interest,
level of experiencing, the criteria used to assess this variable were
examined for a possible explanation.

It occurred to the author that

cognitive maturity as reflected in differing age levels might have been
a possible confound.

This possibility was investigated by dichotomizing

the subjects into a younger and ~lder group.

The age variable was then

correlated with level of experiencing using the tetrachoric .!.•

A

correlation of .73 was obtained which indeed indicated a significant
relationship.
The possibility that age itself might be predictive of outcome

Table 3
Prediction of Outcome Using Combined Variables
Source of Variation

F

p

DF

MS

A (Level of Experiencing)

1

.94

l.02

NS

B (Sem. Diff., Fa.)

l

l.41

l.53

NS

AB

1

.60

.66

NS

19

.92

Within cell

'
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was investigated by means of Fisher's exact probability test with the
Target Complaints (Father) serving as the outcome measure.
probability, however, was far from approaching significance.

'

The resulting

CHAPTER IV
DISCUSSION
Since the study of Foley and Barger (1971) indicated a significant treatment effect for short-term therapy, the present study attempted
to predict those children who showed the improvement.

It was hypothe-

sized that prediction made on the basis of level of experiencing assessed
prior to play therapy would be more accurate than predictions based on
other measures of adjustment as it is traqitionally defined.
The results indicated that none of the predictions achieved statistical significance.

Thus the first hypothesis was not confirmed.

It

should be noted, however, that of all the predictors, level of experiencing came the closest to achieving significance and thus lent some
support to the second hypothesis, i.e., level of experiencing is somewhat
more predictive of outcome than level of adjustment.

The present failure

to obtain significant relationships between any of the measures of pretherapy adjustment and outcome is consonant with findings based on similar attempts to develop selection criteria for adults.

These findings

cast some doubt on the various recommendations involving the child's
pretherapy adjustment as a sele,tion criterion for brief therapy.
The disconfirmation of the first hypothesis may be explained in
two ways.

First, there seems to have been a confound of the predictor

variable, level of experiencing, with age as indicated by the tetrachoric correlation of .73 between those two variables.

Hence it appears
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that many of Dorfmann's (1955) criteria used to assess level of experiencing, such as alteration and departure from stem, originality, and
lack of blocking, may be heavily influenced by cognitive maturity associated with age.

As a consequence, any future research employing the ISB

as a measure of level of experiencing would have to make use of developmental norms in order to make an accurate estimate of level of
experiencing.
Second, it may very well be that use of the ISB as a basis for estimating level of experiencing is inappropriate.

In this regard, it should

be noted that the research which established the utility of level of
experiencing as a predictor employed ratings based on interviews.

Thus

the results of this study, while casting doubt on the validity of the ISB
as an instrument for appraising level of experiencing, do not obviate the
possibility that different measures of level of experiencing might be
a valid predictor of outcome for short-term play therapy.
Concerning the corollary to the second hypothesis,

(i.e., level

of experiencing is not synonymous with severity of pathology), the discrepancy between the predictions of outcome based on level of adjustment and
level of experiencing appears to offer support for this hypothesis.

In

addition, significant negative correlations between level of experiencing
and two measures of pretherapy adjustment (the Father's scores for the
Semantic Differential and the ch\ld's aqjustment assessed by the ISB)
suggest that the tuo approaches are not synonymous.

However, the neg-

ative relationship between level of experiencing and adjustment requires
further explanation.

An examination of the scoring of level of exper-

iencing revealed that many of the sentence stems, such as "My greatest
•
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fear, 11 and

11

I hate, 11 were biased toward assessing the extent to which a

child was open to and in contact with his negative experiencing.

Thus,

since openness is seen as undesirable in terms of Rotter's scoring for
adjustment on the ISB, these differences in scoring may well account
for the significant negative correlation between these two measures
based on the ISB.

In addition, if the child's behavior reflects his

openness to negative experiencing, this might be viewed as undesirable by
his parents.

Thus it seems that the two ISB measures and the Semantic

Differential (Father) were each measuring similar phenomenon although
the predictions based on the phenomena were just the opposite.

It

is

not clear, however, why this negative relationship was not obtained for
scores for Target Complaints or the Semantic Differential (Mother).
These findings with respect to level of experiencing and adjustment have implications not only for revising the sentence stems employed
when the ISB is used as a measure of level of experiencing but also
suggest that parental discomfort with a child's behavior may not necessarily
be commensurate with the child's pathology.

It may, in fact, be a good

sign, indicating the extent to which a child is open to expressing his
negative feelings rather than denying them and hence is amenable to therapeutic amelioration.
One last finding which merits discussion concerns the moderate
correlation among predictors arfd criteria which were estimated on two
distinct instruments: Target Complaints and the Semantic Differential.
Since method variance has been the overriding problem in personality
(Adelson, 1969) as well as therapy research (Meltzoff & Kornreich, 1970)
this finding is encouraging and indicates the usefulness of employing
these instruments in future research.

CHAPTER V
SUMMARY

Twenty-four boys between the ages of 8 and 12 participated in
12 one-hour, individual play therapy sessions.

These subjects had been

referred to a child guidance center for problems other than brain damage,
mental retardation, or psychosis.

An attempt was made to predict thera-

peutic outcome using pretherapy measures of level of experiencing and
level of adjustment.

Level of experiencing was assessed by scoring the

subjects' responses on the Rotter Incomplete Sentences Blank test according to a modification of criteria provided by Dorfmann (1955).

Level

of adjustment was assessed by scoring the subjects' responses on the !SB
according to a modification of criteria provided by Rotter (1954).

Pre-

therapy adjustment was also assessed by means of parental reports on the
severity

of the children's problems (Target Complaints) and through

parents' ratings of their children's characteristics (Semantic Differential).

Outcome was assessed by measuring pretherapy and post-therapy

differences on the !SB (Rotter scoring) and the Semantic Differential.
It was hypothesized that level of experiencing was predictive of
successful outcome in short-term individual play therapy with children.

'

This hypothesis was not supported since none of the statistical tests
which were performed achieved the necessary significance levels.

The

poor predictive validity of level of experiencing was due in part to a
confound with the age of the child.

Hence it was pointed out that any
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future use of the ISB to assess level of experiencing would have to make
use of developmental norms.
It was also hypothesized that level of experiencing would be more
predictive of outcome than level of adjustment.

An obvious corollary

to this hypothesis was that level of experiencing was not synonymous with
severity of pathology.

This hypothesis did receive partial support

since level of experiencing came the closest to achieving significance of
any of the predictors.

The corollary hypothesis was supported as in-

dicated by the non-significant correlations between level of experiencing
and predictors based on severity of pathology.
There was an unexpected finding of a high negative correlation
between the pretherapy measures of level of experiencing with the ISB
and the Semantic Differential (Father).

This was attributed to bias in

the scoring of level of experiencing in assessing openness to negative
experiencing.

~~1ile

openness to negative feelings is seen as desirable

in scoring level of experiencing, the same openness is seen as undesirable
in terms of Rotter's scoring for adjustment on the ISB, and paternal
ratings of behavior on the Semantic Differential.

These differences in

scoring may well account for the significant negative correlation between
those measures.
The moderate correlations between adjustment and outcome ratings
based on two of the instruments,' Target. Complaints and Semantic Differential were encouraging in view of the difficulties of method variance
which have plagued research.
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Appendix B

'

Target Complaints
Instructions for interviewer:

"We are interested in learning more about what problems or
difficulties parents who come to our clinic want help with.
What problem or difficulties does your son have that you would
like our help with? ••• Anything else? ••• Anything else?"
If problems are inappropriate for treatment setting, ask:
"But which problem or complaints would you like to have
{Name)
helped with in treatment?"
If symptoms or complaints seem interrelated, work with parent
to see if agreement on combining them is possible.
Note responses verbatim in blank form. When all complaints
have been elicited, write each on. the top of the sheet with
the 13-point scale for rating severity. Give sheets to parent
and explain rating system.
Post-test
Have each complaint recorded on rating sheet with 7-point
scale for change.
"You probably remember that I asked you about the problems
or difficulties you would like to have __@a::.:m"'e"'),______
helped with during treatment. Now I am interested in learning
how those problems are at this time and whether there are any
new ones. First, how are the problems you mentioned." Ask
parent to rate any changes that have occurred from the time of
the first interview. Do not reveal how parent checked problem
the first time (leave sheets in file to avoid debate).
Finally inquire if any new problems have arisen since the
pretest and record them. Note "none" if that is the case.

'

Appendix C

'

Level of Experiencing
General Definition: The extent to which a person has the capacity
to initiate behavior on the basis of inner feelings and reactions.
Definition of extremes: A. Best. Feelings are experiences with
richvess and immediacy and this experiencing is used as a clear and
definite referent from which further fileanings may be drawn. Feelings
are rarely denied to awareness and then only temporarily. The individual
is able both to live in his own feelings and personal meanings and to
express them as an owned and accepted aspect of himself.
B. Worst. The individual is largely
unaware of his feeling life. Even in a receptive climate feelings are
not described. Feelings may at times be exhibited in ways which seem
quite obvious to the observer, but they are unrecognized as such by
the individual.
Sentence Completion Test Indicators. The following are among
the possible contributors to the rating of level of experiencing.
1. Alterations in the stem. Changing the stem or lead involves
a personal interpretation or partial disregard of the instructions.
Hence the presence of this innovation would characterize an individual
who was relying on an inner referent for his expression rather than an
external cue.
2. Departure from the stem. This involves a use of the stem as
a stimulus for an association rather than as the beginning of a sentence.
Here is an example:
Reading

I like readinz.

Such responses require a freedom to deviate from instructions and point
to the use of an inner referent.
3. Run-together sentences. Two or more sentences are combined
to one completion. The following is an example:
My mother is very nice she is wonderful.
Here the child expresses enthusiasm not required by the stem, indicating
a spontaneous outflow of feeling.

'

4. Use of superlatives. These often point to a more personal
response based upon inner referent. Hence, they should be more frequent
in the protocol of the child at a high level of experiencing.
I ac very very good for you today.

5. Pleasurable reference to sports and active games, regardless
of who are the participants. Except those where the respondent is clearly
a spectator, they indicate dealing in the use of energy and physical
capacity. Hence they raise the level of experiencing rating.
6. Stereotyped. responses. Completions stating connnon cultural
cliches point to a lack of an inner referent. A stereotyped and a nonstereotyped completion to the same stem are illustrated below.
Children should be seen and not heard. (Stereotyped)
Children are such bothers. (Non-stereotyped)
7. categorization in time and space. These are completions which
describe a given activity as belonging to a particular time or place.
For example:
At bedtime I go to bed at 9:00,
I want to know what room I go in.
These responses are concerned with time and space limitations upon
behavior, a form of external determination. There should be no more
than one such response for a level of experiencing rating of "7".
8. Completions indicating a sense of humor. Laughter is one
index of the use of an inner referent. Since none of the stems are themselves humorous, the presence of humor is the child's contribution. Here
is an example :
I feel feverish, spring feverish.
9. Use of dialogue. Since no stem provides dialogue, its
presence involves a spontaneous innovation by the respondent.
10. Original (unusual) completion. These point toward greater
use of an inner referent. Negatively loaded or bizarre responses are
excluded, since these often reflect anxiety, rather than free selfexpression.
11. Blocking. This was determined by the number of times a child's
latency in responding was long--10 to 20 seconds--or in which the item
had to be skipped and returned to subsequently. If this occurred more
than two or three times in a protocol, the child's level of experiencing
was judged to be low.
,
12. Concrete, specific responses. These point to the use of experiencing as a clear and definite referent. For example:
What annoys me the boy sitting next to me in school.(concrete)
What annoys me noisey people. (general)
13.

How informative the protocol is.

This was arrived at by a

global impressionistic judgement as to how self-revelatory the responses
were. Self-revelation was interpreted to mean a greater security in
using inner referents in self-expression.
A mother I have. (non-informative)
A mother always takes care of a small child.

'
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For example, if you are given the choice:
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quiet

noisy

1.

First ask yourself if he is basically a guiet or basically a noisy child.

2.

If he is basically a q11iet child, you will use the half of the line
which is closer to the word "quiet."
Then ask yourself: is he ~y quiet, rooderately quiet, or ~lightly
quiet and place a check mark on the quiet half OI~ the line uuder the
word which tells how quiet he is.
for example, if he is slightly guiet, it will look like this:
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J. If he is

basi~~lly a nojsy child, put a check ma~k on the noisy half of
the line a1id show if he is slightly noisy, moderately noisy, or rn noisy.

F<•2· Axample, if he is very noisy:, the line will look like this:

I
I

>.

M

...,

Q)

,.,
ct!

,.,

>.

I

Q)

>

quiet

CD

't1
0

a

::-,

M

'

,I ..,:t,.,

>. .

r-l

::::

::::bO

r-l

M

!:,1)

.....

'"

Ul

II)

H

Q)

ct!

I

Q)

>.

"O

M

a

>

0

CD

'"'

noisy

Please do this for each of the following lines.

-1-

inactive

active

introverted

extroverted

unsociable

sociable

kind

cruel

conscientious

conscienceless

submissive

dominant

depressed

happy

intelligent

dull minded

not loving

loving

not demarxling

demanding

distrusting

trusting
tough

sensitive

not jealous

jealous

slow

quick

uninquiring

curious

. . . .~~.i--~-"~~-'-~~I

opti.'Distic --~--~~

pessimistic

'
cold

warm

impatient ..__~....1.~~""-~--+~~..1....~~'--~I patient
responsive
adventurous

...

--~--'--~--'-~~-+-~----~

~~

.......

--~----~-'-~~...._~__.--~

~~

I aloof
I timid

BE CERTAIN YOU HAVE PUT ONE CHECK MARK ON EACH LINE

-2-

soft-hearted +---1---+---1---1----1--- I hard hearted
colorful

+-----1----1-----+-----+-----+----I colorless

outgoing +----f-----+-----+----f-----+-----1 self-centered
irritable

+-----1-----+----_...-----1-----1-----l easy

I unreal

real

j not prone to anger

prone to anger

I meaningful
I boring

meaningless
interesting

confident
formed

going

,.______._.___._____...____-t-----.i----1

feels inadequate

""-----'-----'-----"'------'-----'----1 formless

noisy ...____--'---"----t----'----'---lquiet
masculine

--------------------+----1 feminine

shallow

,.__ _.___--i----+----1-----1----l deep

fearful

______._____._____+-----'-----'-----1 not

unpredictable
likes school

fearful

..__ __.____"----+---'-----1--~I stable
..___ _.______.____-+-_____._____.._____

I dislikes

school

'
poor memory
excitable

..___ _ _ _...__--i_ _.....__ _. . _ _

I good

memory

...___ __._____..___ _...___.._____.___~I calm

conceited
disorderly
BE CERTAIN YOU HA VE PUT ONE CHECK MARK ON EACH LINE
I

-3-

anxious

i-~--1~~-1-~~+-~--+~~-+-~~I nonchalant

interested -1-~--1-~~-+-~--+~~-+-~--li---I bored
disobedient +-~~~~-+-~--;.~~-+-~--l1--~I obedient
truthful f---+--~--+----4--~-l lying

relaxed

tense

able to concentrate

>Ubject to distraction

selfcontained

emotional
strong willed

dependent

independent

modest

exhibitionistic

easily disciplined
attention

attention avoiding

s~eking

responsible

irresponsible

placid

nervous

helping

not helping

adult-Uk~

infantile

'
obstructive

cooperative

effective

ineffective

disorganized
prone to tantrums

organized
not prone t.o tautrlllDs

BE CERTAIN YOU HAVE PUT ONE CHECK MARK ON EACH LINE
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